PSYCHOLOGY AS SCIENCE
In 1926, Bertrand Russell felt able to proclaim that: 'Scientific psychology has shown that flogging on weekdays and sermons on Sundays do not constitute the ideal technique for production of virtue (in the child).' Russell was less than scrupulous about his references but, in the same year, Freud was awarded his Honorary Membership of the British Psychological Society for his 'eminent contributions to the science of psychology' (signed by Spearman and prominently displayed in his Viennese waiting room) and, presumably, these two events may not have been wholly unrelated.
Since that time, many psychiatrists have attempted to straddle the two disciplines. Some have emphasized the research techniques which psychology offers clinical psychiatry, e.g. Hamilton (1973) and Pond (1982) . On the other hand, Lewis (1953) went much further than this, defining psychiatry as concerning itself with deficits of'psychological part-function', a definition which emphasized that central to the problems of psychiatry are the problems of psychology. In view of this, it is disappointing how considerable is the gap which still remains between the psychological study of part-function and the psychiatric study of disordered states, a gulf previously acknowledged by both Jaspers (1959) and Zangwill (1973) . Equally regrettable is the fact that, even in the discussion of clinical topics, there often exist two parallel, but largely separate literatures, each referred to almost exclusively by the members of either profession. To break down such dichotomies should be a principal aim of teaching psychology to psychiatrists.
In 1982 the Association of University Teachers of Psychiatry published guidelines on the teaching of sciences' basic' to psychiatry (AUTP, 1982) . A substantial portion of these guidelines was devoted to psychology, and they were subsequently adopted by the Royal College of Psychiatrists. The document was strongly prescriptive, specifying what proportion of total teaching time should be In fact, psychological and psychiatric studies could be integrated much more imaginatively than was even hinted at in that document. Topics central to psychology (e.g. the structure and functioning of human memory) should be allowed to lead naturally into discussion of clinical topics (e.g. the nature of the deficits in amnesia and dementia); just as clinical topics (e.g. the effects of brain trauma at different ages) should stimulate discussion of the underlying theoretical issues (see, for example, Rutter, 1982) . The study of child development can be closely integrated with child psychiatry; the study of attention with an account of its alterations in hyperkinesis and schizophrenia; the study of perception with its abnormalities in sensory and sleep deprivation and in mental illness; the study of language with discussion of the developmental disorders and possible linguistic abnormalities in the psychoses; and the study of memory and intelligence with the study of dementia. Such notions are hardly novel or radical, but the 1982 guidelines (like the current MRCPsych. format) exemplify a system in which psychology and other sciences are viewed as not just' basic to' but' apart from' clinical psychiatry. That way, the dichotomies remain.
PSYCHOLOGY AS TECHNOLOGY
Psychiatrists' current education in psychology often appears to reflect the days when psychologists were regarded as those backroom technicians, analogous to haematologists or biochemists, except that they forgot, or worse refused, to wear their white coats. Thus, there is teaching about intelligence and memory testing, about neuropsychological and personality assessment, and about behaviour and cognitive therapy. However, this approach tends to fall between two stools because, on the one hand, it often fails to convey any of the excitement and interest of psychology as science while, on the other, failing to provide trainees with the skills and techniques which they require.
The techniques of psychology can be divided, of coure, into assessment and treatment. While psychologists frequently complain that psychiatrists do not know the appropriate indications for and interpretation of psychological testing (a complaint which probably has considerable justification), they sometimes appear to exert themselves remarkably little to put the situation right. Admittedly, cognitive assessment is a relatively dull topic to teach but, if done with imagination, it should be possible to convey the main principles in the context of individual case studies and to use the opportunity to introduce the more interesting findings from psychological research.
Likewise, most trainees will have attended innumerable lectures about behaviour therapy. These usually seem to present the behaviour therapies as having been logically derived from something called 'modern learning theory', a somewhat old-fashioned view, now modified even by Eysenck (Eysenck, 1975) . What is really required is supervision in behavioural assessment, in setting up and carrying through a behavioural programme, and in evaluating its efficacy. Although the outcome of 'outcome' research in psychotherapy remains as subject as ever to personal interpretation (contrast Bloch, 1982 and Prioleau et al. 1983) , it is arguable that it is anachronistic for there to be such an imbalance between the widespread availability of supervision in psychotherapy and the paltry availability of training in behavioural techniques. Moreover, it may soon become necessary to provide a training in the various 'cognitive' therapies, recently reviewed by Williams (1984a, b) . The precise role of these latter techniques within clinical practice remains to be fully elucidated (Williams, 1984 ft) , but it would be regrettable indeed if they were allowed to become the exclusive preserve of psychologists, having been initiated by a psychiatrist (Beck, 1976) and representing one of the healthier products of collaboration. Indeed, both behavioural and cognitive therapies are skills for which some joint professional training scheme might be contemplated, were it not that senior members of both professions, perhaps fearing the jackdaw, tend to become strangely mute at such a suggestion.
PSYCHOLOGY WITHIN PSYCHIATRIC EDUCATION
Both the content and manner in which a subject is taught are determined not only by lists of 'guidelines' but by the nature of any proposed examination. However undesirable, an examination determines the way in which a trainee views a subject, and Brook (1973) reported that some trainees seemed to think they 'knew psychology' when they had passed the old Part 1 DPM exam. Regrettably, psychology is now examined almost exclusively by multiple-choice questionnaire (MCQ) .
Psychologists themselves do not employ MCQs in their own examinations, despite (or, perhaps, because of) the fact that the concepts of reliability and validity derive from educational psychology. At the inception of these examinations, Russell & Walton (1970) reported a long, and indeed agonized, discussion in which such eminent figures as Sir Denis Hill, Sir Martin Roth, and Professors Shepherd and Walton expressed considerable scepticism concerning whether MCQs should be used to examine anything other than the more factual and organic aspects of psychiatry. It was suggested that there was an urgent need to monitor their validity. Elsewhere, Sir George Pickering (1978) , the former Regius Professor of Medicine at Oxford, expressed himself more bluntly, characterizing these examinations as requiring 'answers without evidence, the very negation of scholarship, . . . a terrifying return to authoritarianism and the tyranny of dogma', and asking 'Are we on the threshold of another Dark Age?' There are two principal reasons why these examinations have survived such onslaughts, and have become so beloved of examiners. First, they are easily marked by computer, thereby sparing considerable dreary labour; and, secondly, there is reputed to be a large literature establishing their superior reliability and fairness over other forms of examination. ('They. . . produce results. . .that depend on your knowledge of the subject itself rather than your knowledge of the examiner or your social or linguistic graces. They are more fair (sic) to more candidates. . .'; Royal College of Psychiatrists, 1980.) While their ease of marking is indisputable, the claim of superior reliability and fairness is much more equivocal. Several studies have shown that, when certain conditions are fulfilled, the inter-rater reliability of essay examinations can approach, or even exceed, the split-half reliability of MCQ examinations (Ferguson et al. 1970; Lipton & Huxham, 1970; Dudley, 1973) . The more important and difficult issue of validity has been almost entirely neglected, although some educationalists have attempted to validate MCQs against the essay examinations they seek to supplant, a somewhat perplexing procedure. Not surprisingly, Ferguson et al. (1970) found that MCQ performance is an excellent predictor of MCQ performance, and essay performance of essay performance, but neither is very good at predicting the other. Moreover, Meyer (1934 Meyer ( , 1935 established long ago what many contemporary candidates will recognize: namely, that work in preparation for essay examinations tends to be systematically organized, and is subsequently well retained, whereas that in preparation for MCQs is by necessity much more fragmented, and is therefore rapidly forgotten.
This issue touches upon a wider and more critical question: should the problems of psychology, or any other 'basic' science, really be discussed within the didactic format of traditional medical education? Is it either necessary or desirable to draw up lists of what should be' thoroughly known', moderately known, or only mildly known, and to examine this knowledge by a computerized test? Or should postgraduate education attempt something more ambitious, but immensely more important: namely, to try to stimulate interest, to provoke excitement, and to generate enthusiasm, so that the student is encouraged to pursue the subject for himself. The most damning criticism of many teachers in medical education is not just that they fail to inspire their students, but that, heavily defended behind a barricade of syllabuses and examinations, they do not even try. Meanwhile, the prophets of the MCQ abrogate all responsibility, confusing their medium for the message, in an absurd claim to have occupied 'an area previously reserved for philosophers. . .the definition of structure in medical education ' (Buckley-Sharp & Harris, 1972) .
These remarks may appear naive and idealistic to some, trite to others. Anticipating the former charge I have attempted to muster up some support:
William James (1890)
' In all pedagogy the great thing is to strike the iron while hot, to seize the wave of the pupil's interest. . . before its ebb has c o m e . . . (to secure) a headwave of interest on which afterward the individual may float.' Freud (1914) ' It is hard to decide w h a t affected us m o r e . . . the sciences that we were taught, o r . . . the personalities of our teachers. I t is true a t least t h a t . . . in m a n y of us the p a t h t o the sciences led only t h r o u g h our teachers.'
Sigmund

B. F. Skinner (1964)
' Most students still study mainly to avoid the consequences of not studying. Even at u n i v e r s i t y . . . the commonest pattern is to assign and test, in which it is never the student who fails, nor can it be, for assigning and testing is not really teaching at a l l . . . Education is what survives when what has been learned has been forgotten.'
Paul Meehl (1973)
'(I do not) believe a person, even if basically bright, can be intellectually exciting unless he is intellectually excited. It astonishes me that so many persons enter academic life despite having what, to all appearances, is a rather feeble capacity for becoming excited about ideas.' Bertrand Russell (1935) 'There is a charming tale of Chechov's about a man who tried to teach a kitten to catch mice. When it wouldn't run after them, he beat it, with the result that even as an adult cat it cowered with terror in the presence of a mouse. "This is the man" Chechov adds "who taught me Latin!".'
The pertinence of these quotations is emphasized by Pickering's (1978) report that many young doctors express disappointment with the low intellectual content of their undergraduate training, and the growing inflexibility of the postgraduate period, frequently complaining of boredom during their medical education. Pickering saw the problem as being too many subjects, too many lectures, and the development of so-called objective methods of examination. He wrote:' Far more important than the details of the curriculum is the attitude of the teacher. Learning is easy if. . . the process (is) exhilarating. . . The teacher's attitude should be to kindle the flame rather than fill the pot!' CONCLUSION In summary, central to many issues in psychiatry are the problems of psychology, and the teaching of both disciplines should be closely and imaginatively integrated. This entails training psychiatrists in some of the technical skills of psychology, rather than their simply learning about them -even though this may pose political problems, which Birley (1982) has labelled as the problem of the jackdaw. Education in psychology should certainly not consist of working through a syllabus, to be ticked off in an MCQ, but should aim to stimulate interest and to generate enthusiasm, and the failure to do so touches upon one of the most fundamental problems of medical education -which is the problem of the sponge.
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